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INITIAL COMMENTS

The following citations represents the finding of a
Non-Compliant Revisit

28-39-158(a) DIETARY SERVICES

Dietary services. The nursing facility shall
provide each resident with nourishing, palatable,
attractive, non-contaminated foods that meet the
daily nutritional and special dietary needs of each
resident. A facility that has a contract with an
outside food management company shall be
found to be in compliance with this regulation if
the company meets the requirements of these
regulations.

(a) Staffing.

(1) Overall supervisory responsibility for the
dietetic services shall be the assigned
responsibility of a full-time employee who is a
licensed dietitian or a dietetic services supervisor
who receives regularly scheduled onsite
supervision from a licensed dietitian. The
nursing facility shall provide sufficient support
staff to assure adequate time for planning and
supervision.

(2) The nursing facility shall implement written
policies and procedures for all functions of the
dietetic services department. The policies and
procedures shall be available for use in the
department.

Note: The dietetic services supervisor shall
meet the requirements as stated in K. A.R.
28-39-144(r)(1) through (4)
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If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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This Requirement is not met as evidenced by:
The facility reported a census of 24 residents.
Based on observation and interview, the facility
failed to retain the services of a certified dietary
manager to perform managerial duties,
overseeing the dietary staff in the maintenance of
a clean and sanitary dietary department, for food
storage, preparation, and service to the residents
of the facility.

Findings included:

- During the tour of the dietary department, on
1/13/15 at 10:00 AM, dietary staff B reported
he/she was not a certified dietary manager at that
time. Furthermore, he/she stated had 4 more
classes and would need to take the required test
to become certified.

On 1/13/15 at 5:00 PM, administrative staff A
stated the dietary manager had a few more
classes and then he/she would be done, and can
take the required test to become certified.

The facility failed to maintain the services of a
certified dietary manger to assure a clean and
sanitary dietary department for the storage,
preparation, and serving of food products to the
residents of the facility.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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